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ABSTRACT
In contemporary Western societies, the aging population poses new chal-
lenges both to the policies and to the support systems for older persons. In
Portugal, where the phenomena have a major impact, a new professional
profile, the gerontologist, has emerged. These professionals have an aca-
demic background that corresponds to the 1st cycle degree at Higher
Schools and is specifically oriented to the care of older persons. This
study aimed to analyze the performance of the gerontologist as a Long-
term Residential Care (LRTC) manager in comparison to other professionals.
A total of 160 older persons living in Portuguese LRTCs were questioned
about their satisfaction in regard to the effectiveness of organization,
environmental/structural factors, empathy with employees, occupational
activities, and participation in the decision-making process. The client’s
satisfaction questionnaire covered 30 items, and each item was rated on a
5-point Likert scale. The older persons were classified as less satisfied or
more satisfied according to the median value of the scale score. The older
persons from LTRCs managed by a gerontologist are more likely to be more
satisfied with provided care. This association was not explained by resi-
dents’ characteristics nor by the older persons’ circumstances as residents.
These findings highlight the appropriateness of gerontologist skills in
managing LTRCs.
Introduction
European Union projections suggest that the proportion of people aged 65 or over are expected to
rise from 18.2 to 28.1% over the next four decades (Eurostat, 2014). Population aging brought by the
demographic transition demands a more effective care system for the older persons. The need for
more and better care services is due to the increasing number of older adults and frailty; the decrease
in family caregivers; and the complexity of gerontological care.
Over the last decades, in parallel with demographic changes, there have been dramatic changes in
social policies and their implementation by the European governments. Efficient support systems
including long-term care for older people have become a crucial issue for policy-makers (King & Le
Galès, 2011). In 2010, for the 27 EU(European Union) countries, the coverage rate for long-term
residential care ranged from 0.3% in Romania to between 20.0% and 21.0% in the Netherlands,
Iceland, and Denmark; the coverage rate in Portugal is around 4.3% for LTRCs and around 3.3% for
the older persons with semiresidential services (Bettio & Verashchagnia, 2010).
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Under the scope of both the Minimal State and the New Public Management (NPM) policies, in
order to achieve policy goals, the states contract this kind of social services (purchasing beds, for
instance) both with for- profit (private) and nonprofit providers in a variety of partnership
arrangements. In Portugal, over the last 20 years, there has been an intensive development of both
nonprofit organization and for-profit (private) organizations engaged in social and health services.
In 2013, there were about 2300 LTRCs, the majority with the status of IPSS—Private Institution of
Social Solidarity (Ministério do Emprego e da Solidariedade e Segurança Social, 2013).
On the other hand, the NPM has deeply changed the profile of social and health workers. Current
professionalization of these workers should be based not only on scientific and technical knowledge
(Freidson, 2001), but also on the trust given to them by their clients (Evetts, 2011; Svensson, 2006).
Still, the professional performance in this field is built between the autonomy of social and health
workers and the bureaucracy of the state (Bezes et al., 2011; van Berkel, van der Aa, & van Gestel,
2010). The current context demands a hybrid profile for the social worker by incorporating
technical, managerial, and leadership skills in the same worker (Marques, 2014). Moreover the
versatility and the interdisciplinary relationships underlying the professional network services
demand additional skills for these workers (Osborne, 2006).
A great variety of gerontological educational programs have been developed all over the world to
address the complexity of gerontological care in growing older populations (Haley & Zelinski, 2007;
Hietanen, Lyyra, Parkatti, & Heikkinen, 2012; Majeski, Damond, & Stover, 2007; Meyer, 2003).
Three scientific areas have been recognized as crucial in the field of gerontology: the biomedical/
health care component, the psychological component, and the social/managerial component
(Mohanty, 2013; O’Neill, 2012); and all these components should be included in such educational
programs.
In the Portuguese context there are three main paths to achieve skills in the field of gerontology
through academic degrees and/or professional training. Postgraduate and/or specialization programs
are the most common and widespread path to becoming a gerontologist, not only in Portugal, but
also in other countries—the master's degree is the most common degree in European countries
(Meyer, 2003) and the United States (Haley & Zelinski, 2007). Accordingly, Higher Education
Schools provided specialized programs for individuals possessing traditional academic degrees—
such as nursing, social work, sociology, and psychology—who want develop skills in the field of the
gerontology. Another path to becoming a gerontologist is achieved by graduating from a social
gerontology program that is very common in Portuguese Higher Schools of Education and/or from a
social services program. However, social gerontology graduation embraces only the psychological
and social/managerial components of caring for older persons; the biomedical/health care compo-
nent is absent or residual. Finally, the third path is achieved by graduating from a program in
gerontology for undergraduate students. This graduation corresponds to the first cycle of study at
Higher Education Institutions. In such programs, it takes 3 or 4 years to attain a Licenciate’s
Diploma, which is equivalent to the bachelor’s degree in other countries (Meyer, 2003). To the
best of our knowledge, this academic degree in the field of gerontology is not common (Haley &
Zelinski, 2007; Meyer, 2003). In Portugal this model of graduation in gerontology was introduced in
2002 through educational programs offered by two Health Higher Schools.
Although there are other paths to achieve graduation in gerontology, throughout this article, we
will use the term gerontologist to refer to only those graduates who achieved Licenciate’s Diploma in
Gerontology.
From the beginning, the gerontologist (Licenciate’s Diploma in Gerontology) has emerged as a
new professional exclusively devoted to providing care for the persons, and it shares the labor market
with other professionals who are usually leaders in LTCRs for the older persons: managers,
psychologists, nurses, sociologists, social educators, and other social workers.
Given the diversity of skills embodied in the gerontologist profile, such a professional becomes
able to care not only for frail and disabled older people (Pavarini et al., 2005), but also for the healthy
people in the aging population (Pereira, Mata, & Pimentel, 2012). The gerontologist is committed to
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promoting active life and emotional and psychological well-being among older persons (Costa,
2007), to reducing anxiety and stress, and to enhancing social skills as part of personal development
(Ribeirinho, 2012). Recent studies (Pereira & Antão, 2014; Pereira & Caria, 2014)show clear evidence
of technical, organizational, and communicative skills that can be considered specific to this
professional group (gerontologists) and which are distinctive from those shown by other professional
caregivers. The focus goes to the sensibility of the gerontologists to detect in advance symptoms of
pathological aging, and to provide personal contact with older persons and their families. The ability
of gerontologists to organize and develop innovative services and activities is still very valuable. The
internalization of the concept of interdisciplinary care and the ability to integrate and streamline
interdisciplinary technical teams is also a feature of this professional group. These skills have been
considered by care-facility employers as the main reasons to hire gerontologists rather than other
professionals (Pereira et al., 2012).
These approaches pursued by gerontologists are in accordance with not only the person-centered
care (PCC) principles—which are focused on the achievement of a positive emotional/psychosocial
environment (Rockwell, 2012; Williams, Hadjistavropoulos, Ghandehari, Yao, & Lix, 2013)—but also
the client-centered care (CCC) concept based on the respect for clients and for their choices. These
approaches highlight the engagement of clients in the decision-making process (Athwal et al., 2014).
Although the gerontologist has revealed a profile in accordance with PCC and CCC principles,
research is lacking, especially when the effect of such a worker profile on the quality of care for the
older persons is considered. Quality assessment in LTRCs has been a matter of concern for residents,
their family, caregivers, and policy-makers. Such assessment plays a crucial role in planning the
social services and adapting facilities to meet needs of frail older people (Kane & Kane, 2000). The
use of older-persons'-resident-satisfaction scores represents one means of including a consumer
opinion when the quality of services provided by a LTRC is under evaluation (Castle & Ferguson,
2010; Chou, Boldy, & Lee, 2003; Edd, Levin, & Lowe, 2007; Ryden et al., 2000). Such scores have
been recognized as a powerful indicator of the quality of care because they reveal the provider’s
ability to meet the needs, expectations, and wishes of consumers (Ryden et al., 2000).
Keeping these assumptions in mind, we sought to evaluate the effect of the academic degree of the
LTRC manager on the satisfaction level of LTRC residents. We controlled for sociodemographic
characteristics, medical conditions and level of independence in activities of daily living, as well as
other relevant characteristics. More specifically, in our study, we compare the gerontologist (grad-
uate in gerontology) versus nongerontologist (other professionals with or without postgraduation in
gerontology).
Methods
Study design and data sources
This is a cross-sectional study, and data were obtained between March and May 2014. Twelve LTRCs
owned by different entities (eight private for-profit and four not-for-profit organizations) were
sampled in three geographically spread areas in Portugal. For each of these LTRCs, we approached
the manager/head office to obtain collaboration. LTRC residents were invited to participate if they
were: (a) 65 years or older; (b) cognitively able to answer questions as well as to give informed
consent; and (c) full-time LTRC residents. A total of 160 older adults volunteered to participate in
the study and satisfied the inclusion criteria. Data collection was based on a personal interview that
used a structured questionnaire. Questions covered the following topics (a) sociodemographic and
clinical characteristics; (b) the Katz index of independence in activities of daily living (Katz, Ford,
Moskowitz, Jackson, & Jaffe, 1963); (c) the World Health Organization Quality of Life Instrument
-WHOQOL-BREF (World Health Organization, 2004); (d) circumstances of the older persons
person as a LTRC resident, and (e) client’s satisfaction questionnaire for LTRC residents.
Characteristics of the LTRCs were provided by the manager/head office.
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The procedures for obtaining informed consent and the data collection methods were approved
by the LTRC Administration Commitment.
Outcome variable
The measure of satisfaction level was achieved by means of a client’s satisfaction scale for home care
residents covering 30 items. This scale was obtained from the questionnaire used by the Portuguese
Social Security Institute in order to assess the client’s satisfaction of LTRC residents (Instituto de
Segurança Social, 2009), which is based on the Conceptual Model of Service Quality (Parasuraman,
Zeithaml, & Berry, 1985).
Principal Components Analysis (PCA) with varimax rotation was performed to assess the under-
lying structure of the scale contained in the items. As shown in Table 1, a five-dimensional structure
emerged from PCA: (a) effectiveness of organization (7 items; factor loading varied from 0.449 to
0.858); (b) empathy with employees (8 items; factor loading varied from 0.466 to 0.765); (c)
environmental/structural factors (7 items; factor loading varied from 0.599 to 0.761); (d) occupa-
tional activities (4 items; factor loading varied from 0.817 to 0.887); and (e) information and
participation in the decision-making process (4 items; 0.402 to 0.872). The internal consistency
Table 1. Dimension structure of the client’s satisfaction scale.
Dimension /Items
Loading of
Items
Alpha-Cronbach by
Dimension
Effectiveness of organization .854
How organization ensures the confidentiality of your confidential data. 0.858
Support in the hygiene and the image care you need. 0.826
How employees carry out your personal development plan. 0.738
Support in carrying out your personal activities. 0.669
How employees provide care services. 0.574
Fulfillment of your rights for all employees. 0.659
Support in carrying out health care procedures you need. 0.499
Empathy with employees .854
Availability of employees to listen and to support the solution of your personal
problems.
0.765
Sympathy, education and attention of employees. 0.749
Availability of employees whenever you need support. 0.743
Explanation and information provided by employees when you need it. 0.726
Confidence in regards to the organization ability to help you to solve your
problems.
0.616
How organization respect your decisions and options. 0.571
Adequacy of meals to your taste and needs. 0.568
Information about the changes occurred in the organization of services. 0.466
Environmental/structural factors .784
Quality of the facility. 0.761
Quality of the equipment. 0.753
Cleanliness and tidiness of the facility. 0.753
Comfort and adequacy of the facility 0.612
Security and comfort of transport. 0.645
Ease of access, circulation and movement in the facility 0.607
Presentation and image of employees. 0.599
Occupational activities .893
Diversity of occupational activities. 0.887
Adequacy of occupational activities to your interests and needs. 0.876
Planning, organization and execution of services and of occupational activities. 0.817
Support of employees on your motivation to participate in occupational activities. 0.817
Information and participation in the decision-making .756
Information and participation in drafting your personal development plan. 0.872
Your participation in planning the provision of services. 0.817
Information about regulation and procedure rules within the facility. 0.521
Information on how to access to other services which are also provided by the
institution.
0.402
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assessed by Cronbach’s alpha was .908 for the whole item pool and varied between .756 and .893 for
the five dimensions of the scale. The Kaiser-Meyer-Olkin measure of sampling adequacy was .821,
the Barttlet’s Test of Sphericity was highly significant (qui-square test = 2453.018; p < .001), and the
total variance explained by the model was 63.0%.
Each item of the client’s satisfaction scale is rated on a 5-point Likert scale (1 = not at all satisfied;
2 = a little satisfied, 3 = satisfied 4 = very satisfied, and 5 = totally satisfied). The final score of the
client’s satisfaction scale was obtained by adding points assigned by the older persons for all items
ranging between 30 and 150. Then, this variable was dichotomized according to the median value
into “less satisfied” (if final score was 133 or less) and “more satisfied” (if final score was more than
133), and it was considered the dependent variable in this analysis.
Independent variables
The key variable of interest was the academic degree of the LTRC manager dichotomized into
gerontologist versus nongerontologist.
A set of variables was considered potential confounders of the association between satisfaction
level of LTRC residents and the academic degree of the LTRC manager. The first group of
variables includes the sociodemographic and clinical characteristics of the older persons: age;
gender; education level (less than four versus four or more schooling years); marital status
(single/widowed/divorced versus otherwise); diagnosis of at least one chronic disease (yes versus
no); Katz index (scale varying from 1–6); and the WHOQOL-BREF (scale varying from 0–100).
The second group of variables includes the older persons person’s circumstances as a LTRC
resident: main underlying reason for the entry into the LTRC (no care support outside versus
other reason); who decided the entry into LTRC (own decision versus other); length of stay as
resident (number of months); number of social contacts with relatives/friends (never/seldom
versus often); and quality of the relationship between resident and their relatives or staff or other
residents (very good/good versus fair/bad). The third group included the dimension of the LTRC
based on the number of residents dichotomized into small-scale LTRC (less than 40 residents)
and large-scale LTRC (40 residents or more).
Statistical analysis
We present proportions or median values and respective interquartile range (IQR) for all variables
considered in this analysis. Chi-square tests or Mann-Whitney tests were used to evaluate significant
differences between groups of residents according to the academic degree of the LTRC manager
(gerontologist versus nongerontologist).
For the purpose of comparing satisfaction level of LTRC residents by the academic degree of the
LTRC manager, we used a Poisson regression model with robust error variance (Barros & Hirakata,
2003). The association between these variables was assessed through relative risk (RR) and the
respective 95% confidence interval (95%CI). A basic model with academic degree of LTRC manager
was fitted on the satisfaction level, considering nongerontologists as reference group. Covariates
were introduced in the model based on the three groups of variables defined previously: the first
group included sociodemographic, clinical characteristics, and WHOQOL-BREF characterization of
the older persons; the second group included the older persons’ circumstances as LTRC residents,
and the third group included LTRC related variables. For each group, variables were introduced into
the model and checked one by one through backward deletion. Variables were kept in the final
model if they changed the RR estimates in the basic model by at least 10% or if they were
significantly associated with the satisfaction level of the older persons (p < .05).
The quality of the model was assessed through the omnibus test and by checking the scatter plot
of the residuals. Statistical analyses were performed with [IBM] SPSS 22.0 software, and the level of
significance was set at p = .05
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Results
Table 2 presents sociodemographic, clinical and WHOQOL-BREF characterizations of the older
persons according to the academic degree of LTRC manager. The sample consisted of 74% women,
15% of older persons with a companion, and 69% with diagnosis of chronic diseases. One half of
participants were 83 years or older, and 51% of them had less than 4 years of schooling. The median
values for Katz Index and physical dimension of WHOQOL-BREF were 5.0 and 51.8, respectively.
Significant differences between groups by academic degree of LTRC manager were found for gender
and education level, such that the LTRC managed by a nongerontologist presented a higher
proportion of women (p = .016) and a higher proportion of older persons with less than 4 years
of schooling (p = .017).
Table 3 presents the circumstances of the older persons as LTRC residents. The median value for
length of stay as resident was 23.5 months. Over three fourths of the older persons reported that the
main underlying reason for the entry into LTRC was lacking care support outside. And around half
of the participants reported that their entry into LTRC was based on their own decision. Social
contacts with family and with friends were reported by 88% and 67% of older persons, respectively.
More than 90% of the older persons rated their relationship with family, staff, or other residents as
very good/good. Concerning the LTRC dimension, 61% of the older persons were living in small-
scale LTRCs. There were differences between groups by academic degree of the LTRC manager for
the variable “who decided the entry into LTRC” and for the LTRC dimension: LTRCs managed by a
nongerontologist had a higher proportion of LTRC entry based on older persons' own decision
(p = .010). LTRCs managed by nongerontologists also had a higher proportion of large-scale resident
populations (p < .001).
Levels of satisfaction among LTRC residents are presented in Table 4. The median value for the
final score was 133.0 (IQR: 125.0–139.0); such a value was significantly higher among the older
persons from LTRCs managed by a gerontologist in comparison with other older persons (p = .009).
In comparison with other older persons, those from LTRCs managed by a gerontologist reported
higher satisfaction levels for the domains “effectiveness of organization” (p = .001); “empathy with
the employees” (p < .001); “environmental/structural factors” (p < .001); and “information and
participation in the decision process” (p < .001). However there were no differences by the academic
degree of the LTRC manager for the domain “occupational activities” (p = .070). The proportion of
“more satisfied” older persons was higher among residents in LTRCs managed by a gerontologist in
comparison with those from LTRCs managed by a nongerontologist (74.1% versus 46.7%; p < .001).
Table 2. Sociodemographic, clinical, and WHOQOL description of sample.
Total
According to the academic degree of LTRC manager
Gerontologist Nongerontologist
n (%) or median [IQR] n (%) or median [IQR] n (%) or median [IQR] p value*
Age (years old) 83.0 [78.0–88.0] 84.0 [80.0–88.0] 82.0 [77.0–88.0] .211
Gender
Female 118 (73.8) 56 (65.9) 62 (82.7) .016
Male 42 (26.2) 29 (34.1) 13 (17.3)
Education Level
< 4 schooling years 82 (51.3) 36 (42.4) 46 (61.4) .017
≥ 4 schooling years 78 (48.7) 49 (57.6) 29 (38.6)
Marital Status
Single/widowed/divorced 136 (85.0) 70 (82.4) 66 (88.0) .318
With companion 24 (15.0) 15 (17.6) 9 (12.0)
Chronic Diseases
yes 111 (69.4) 59 (69.4) 52 (69.3) .991
no 49 (30.6) 26 (30.6) 23 (30.7)
Katz Index 5.0 [3.0–5.0] 4.0 [3.0–5.0] 5.0 [3.0–6.0] .356
WHOQOL 51.8 [35.7–67.0] 39.3 [32.1–66.1] 57.1 [35.7–67.9] .178
*p value for Mann-Whitney test (ordinal or continuous variables) and for qui-square test (categorical variables).
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Table 5 shows the results of Poisson regression models. The basic model revealed a significant
association between the academic degree of the LTRC manager and the level of satisfaction among
LTRC residents: residents from LTRCs managed by the gerontologist are more likely to be “more
satisfied” than their counterparts (RR = 1.59; 95% CI: 1.21–2.09). We found no substantial changes
in the RR when covariates of the first and second groups were checked by backward deletion.
However, Katz Index and WHOQOL-BREF are significantly associated with the satisfaction level of
the older persons; therefore, they were kept in the final model. The only variable that changed the
RR estimates by 10% was the LTRC dimension, and this variable also was kept in the final model.
Table 3. Older persons circumstances as LTRC resident and LTRC dimension.
Total
According to the academic degree of LTRC manager
Gerontologist Non-gerontologist
n (%) or median [IQR] n (%) or median [IQR] n (%) or median [IQR] p value*
Length of stay as resident (months) 23.5 [11.3–48.0] 24 [12.0–40.0] 18 [11.0–72.0] .464
Reason to the entry into LTRC
No care support outside 122 (76.3) 65 (76.5) 57 (76.0) .944
Other reason 38 (23.7) 20 (23.5) 18 (24.03)
Who decided the entry into LTRC
own 83 (51.9) 36 (42.4) 47 (62.7) .010
other 77 (48.1) 49 (57.6) 28 (37.3)
Social contacts with family
yes 140 (87.5) 78 (91.8) 62 (82.7) .082
no 20 (12.5) 7 (8.2) 13 (17.3)
Social contacts with friends
yes 67 (66.9) 60 (70.6) 47 (62.7) .228
no 53 (33.1) 25 (29.4) 28 (37.3)
Number of social contacts
Never/seldom 67 (46.9) 37 (46.8) 30 (46.9) .996
Often 76 (53.1) 42 (53.2) 34 (53.1)
Relationship with family
Very good/good 145 (90.6) 78 (91.8) 67 (89.3) .599
Fair/bad 15 (9.4) 7 (8.2) 8 (10.7)
Relationship with other residents
Very good/good 150 (93.8) 78 (91.8) 72 (96.0) .269
Fair/bad 10 (6.3) 7 (8.2) 3 (4.0)
Relationship with LTRC staff
Very good/good 156 (97.5) 83 (97.6) 73 (97.3) .899
Fair/bad 4 (2.5) 2 (2.4) 2 (2.7)
LTRC dimension
Small-scale 98 (61.2) 71 (83.5) 27 (36.0) <.001
Large-scale 62 (38.8) 14 (16.5) 48 (64.0)
*p-value for Mann-Whitney test (ordinal or continuous variables) and qui-square test (categorical variables).
Table 4. Level of satisfaction among LTRC residents.
Total
According to the academic degree of LTRC manager
Gerontologist Non-gerontologist
Client’s satisfaction level Range median [IQR] n (%) median [IQR] n (%) median [IQR] n (%) p value*
Scale by domain
Efectiveness (7–35) 30.0 [29.0–30.0] 30.0 [30.0–30.0] 30.0 [27.0–30.0] .001
Empathy (8–40) 38.0 [36.0–40.0] 39.0 [37.8–40.0] 38.0 [32.0–39.0] <.001
Environmental factors (7–35) 35.0 [34.0–35.0] 35.0 [35.0–35.0] 35.0 [33.0–35.0] <.001
Occupational activities (4–20) 14.0 [9.0–17.0] 14.5 [10.0–19.5] 13.0 [9.0–16.5] .070
Participation in decision-
making process
(4–20) 18.0 [15.0–20.0] 19.0 [17.0–20.0] 16.0 [14.0–18.0] <.001
Final score (30–150) 133.0 [125.0–139.0] 136.0 [130.0–141.3] 128.0 [117.5–135.0] .009
Satisfaction level
Less satisfied 62 (38.8) 22 (25.9) 40 (53.3) <.001
More satisfied 98 (61.2) 63 (74.1) 35 (46.7)
*p-value for Mann-Whitney test (ordinal or continuous variables) and qui-square test (categorical variables).
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Accordingly, after controlling for Katz Index, WHOQOL-BREF and the LTRC dimension, the
prevalence of residents “more satisfied” was 45% (RR = 1.45; 95% CI: 1.10–1.93) higher among
the older persons living in an LTRC managed by a gerontologist in comparison with the older
persons in an LTRC managed by a nongerontologist.
Discussion
This article describes the effect of the academic degree of the LTRC manager on the satisfaction level
of the older persons living in Portuguese LTRCs. After controlling for potential confounders, we
found that the older persons from LTRCs managed by a gerontologist are more likely to be “more
satisfied” with care in comparison with those from LTRCs managed by a nongerontologist.
In recent years, the long-term care sector has changed considerably in order to improve care for
the growing number of older, frail people. Therefore, there has been increased investment in
upgrading the workforce that provides care to the older persons. The gerontologist has emerged
as a new health care professional who has been positioned as a team leader and manager within an
LTRC (Pereira & Caria, 2014). Despite this transformation, research on quality of care according to
the academic degree of the LTRC manager is scarce. Some research has been focused on the
relationship between education level, job tenure, past experience of nursing home leaders, and
rates of adverse health outcomes such as pressure ulcers, catheter use, or pain (Krause, 2012). To
the best of our knowledge, no research exists on the contribution of the gerontologist academic
degree to the satisfaction level of LTRC residents.
Overall, we observed high scores for client satisfaction, whatever the degree of the LTRC
manager. Indeed, 60% of older persons included in our sample were classified as “more satisfied.”
High scores for residents’ satisfaction with nursing homes has been explained by the refusal to
report dissatisfaction given the lack of alternatives for care other than that provided by nursing
homes (Ryden et al., 2000).
Besides high levels of satisfaction, we also observed that the older persons from LTRCs managed
by a gerontologist reported higher scores for the whole satisfaction scale; and the same is true in
regard to four of the five scale dimensions. Stronger differences between older persons from LTRCs
managed by a gerontologist and other older persons were observed in the satisfaction scores for the
dimensions “effectiveness,” “empathy.” “participation in the decision-making process,” and “envir-
onmental/structural factors.” These dimensions reflect to some extent the aspects related to the PCC
in which care is provided according to the individual needs, preferences, and abilities of each
resident. PCC is based on knowing the person, nurturing relationships, providing a supportive
physical and organizational environment, assuring the residents autonomy and dignity, placing the
resident at the center of care, and considering his or her wishes (Brownie & Nancarrow, 2013;
Williams et al., 2013). Previous research showed that residents’ participation in decision making
strategies (Edd et al., 2007) and attention to individual needs and preferences (Boldy, Davison, &
Duggan, 2014) are crucial issues when measuring satisfaction levels among LTRC residents.
The particular profile of the gerontologist could explain to some extent the results we observed in
our study. In our setting, the gerontology graduate program encompasses a large range of scientific
Table 5. Relative risk for being “more satisfied” according to the academic degree of the LTRC manager.
Academic degree of LTRC manager
RR (95% CI)
Basic Model Model 2* Model 3** Model 4ǂ Final Model§
Non-gerontologist 1 1 1 1 1
Gerontologist 1.59 (1.21–2.09) 1.66 (1.27–2.16) 1.64 (1.19–2.10) 1.41 (1.03–1.94) 1.45 (1.10–1.93)
*Sociodemographic, clinical and WHOQOL.
**Older persons circumstances as LTRC resident.
ǂDimension LTRC.
§Adjusted for Katz Index, WHOQOL and LTRC dimension.
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knowledge based on physiological and psychosocial issues of aging coupled with an understanding of
services, policies, and needs related to aging and older persons. In this way, the gerontologist is able
to understand the health care needs of each older adult, to plan the physical and organizational
environment according to the health status and physical capacity of frail older adults, and to nurture
positive interpersonal relationships (Granja & Pereira, 2008; Pereira, 2008; Pereira & Caria, 2014).
All these skills and capabilities are the foundation of PCC programs, which are focused on the
individual needs, preferences, and abilities of elderly residents; they overcome the hierarchical
management of routine-based institutionalized care (Williams et al., 2013). The higher satisfaction
level we observed among the older persons from LTRCs managed by a gerontologist could be
explained by management’s commitment to providing a PCC. Our findings highlight the relevance
of this new academic training model in the field of gerontology that was introduced in Portugal in
2002. Similar to other settings (Pianosi & Payne, 2014), the regulation of the gerontologist career has
been under discussion in Portugal. As others have proposed, efforts should be made toward the
development of gerontology as a profession regulated through legislation and governmental rules
(Pianosi & Payne, 2014).
Although not the main objective of this study, we found that that perceived wellbeing
(evaluated by WHOQOL-BREF) and autonomy in regard to daily activities (evaluated by Katz
Index) are related to the satisfaction level of residents. Satisfaction is a complex construct that
comprises a subjective evaluation based on emotional and cognitive processes (Chou et al.,
2003; Edd et al., 2007; Ryden et al., 2000). Therefore, it is not surprising that the residents’
characteristics are likely to influence this process and that such characteristics should be taken
into account when measuring and comparing satisfaction levels in LTRC residents.
We observed that the LTRCs’ dimension is a potential confounder in the relation between the
academic degree of the LTRC manager and the satisfaction level of residents, which may
attenuate the positive effect of the gerontologist on the level of the satisfaction. This could be
explained by the organizational culture in the Portuguese LTRCs. Indeed, in Portugal, large-scale
LTRCs, the third social sector as a whole, are more likely to be committed to traditional
management models that attenuate the positive effect of the management strategy of the
gerontologist.
The results of the present study should be interpreted with caution owing to some methodological
limitations, namely the small sample size. Moreover, our results represent only the 12 Portuguese
LTRCs that agreed to participate in this research. Therefore, these results may not be generalized to
all LTRC facilities.
A particular strength of this research is that our analysis was based on a large set of variables
including sociodemographic and clinical variables. We also considered older persons’ circumstances
as LTRC residents. Such a database allowed us to check multiple potential confounders for the
association between the degree of the LTRC manager and the satisfaction level of residents.
Conclusion
In summary, the older persons from LTRCs managed by a gerontologist are more likely to be
“more satisfied” with provided care. This association was not explained by residents’ character-
istics nor by older persons’ circumstances as residents. These findings highlight the appropriate-
ness of gerontologist skills in managing LTRCs. The educational and training requirements for
LTRC managers may represent an additional means of influencing the residents' satisfaction with
the care provided.
Our results have direct implications for policies towards support and wellbeing of older people. It
seems that the new model of training in gerontology is relevant to the improvement of the quality of
gerontological care as assessed through the satisfaction level of LTRC clients.
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